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	LOC HOT BRIEF

Confidential to LOCs & ROCs ( March 2010 ( Issue 3/10


Private & Confidential
Dear LOC/ROC Officers and Committee Members,
These Hot Briefs contain guidance and advice from the national representative bodies (ABDO, AOP. FODO)  and LOCSU on important issues relevant to the optical sector, which LOCSU would like LOCs/ROCs to be aware of or to take action/not take action on.  We hope you find them useful.
The Hot Briefs are intended for LOC/ROC officers and committee members. Please forward them to practices and practitioners within your LOC area but please note they are not intended to be shared beyond this circle. 
· Enhanced Services Model Pathways
· Election Lobbying DVD – time to talk to the politicians
· Annex 1: Variations from Mandatory and Additional Contracts

1.
Enhanced Services Model Pathways
Over the past year, the optical representative bodies, LOCSU and NHS Primary Care Commissioning (PCC) have been working hard to agree model contracts for local enhanced services.  

We are pleased to announce that these have just been published for PCTs on the PCC website.  Contracts are available electronically on request from Janice Phillips – janicephillips@locsu.co.uk 
Model contracts

The contracts are 3 variants of a common base enhanced services contract for 


Individual practitioners 


Partnerships


Bodies corporate/companies.

The models are based closely on the Department of Health’s model mandatory and additional services contracts so that PCTs, LOCS, contractors and practitioners should already be familiar with their broad contents and requirements.   Details of where the enhanced services models vary are set out in Annex 1.  The changes and additions are mostly self-explanatory.  However the optical bodies have asked us to draw LOCs and contractors’ attention to the new requirement (Clause 66B and listed in Annex 1) to report any deaths resulting from the contractor's treatment of the underlying medical condition to the PCT within 72 hours.  This is similar to hospital reporting requirements so that any problems e.g. with surgery, can be identified rapidly and dealt with to prevent further deaths.  The reporting requirement does not, of course, apply to any deaths unconnected with the optical condition which is being treated under the enhanced services contract.
In addition, the Somerset ACES service specification has been included by PCC on their website as an example for information – but only as an example for PCTs.  The national representative bodies regard some of the requirements in the Somerset contract as overly onerous e.g. in respect of clinical governance and complaints reporting.  
The new models have been designed so that the local detail of the specific service/fees etc can be attached as Annexes for convenience, with the core of the contract being standard across all PCTs.  

Using the model contracts will mean that services can be set up more quickly and that PCTs and LOCs do not have to reinvent the wheel.  All that needs to vary are the dates on the contracts, service specifications and fees.  
NHS or non-NHS Contracts

PCC and the national bodies have taken the view that, for the convenience of all

· if a contractor has opted to have a NHS contract for mandatory or additional services, any enhanced services contract the PCT agrees with them should also be an NHS contract  

· and vice versa that, if the contractor has opted to have a non-NHS contract for mandatory or additional services, any enhanced service contract with that contractor should also be a non-NHS contract.
   

Advice
The national representative bodies and LOCSU commend these contracts for use by LOCs, contractors and PCTs and recommend the use of the LOCSU pathways and training programmes for these services wherever possible. 

 For further advice about specific contracts, please contact LOCSU or your appropriate representative body.  

Feedback
LOCSU and the national representative bodies would also welcome any feedback from LOCs on the contracts, or difficulties with implementation, so that these can be fed into any necessary revisions with NHS Primary Care Commissioning in due course.  
2.
Election Lobbying DVD – Time to talk to the politicians
LOCSU has launched a final campaign to lobby Members of Parliament and candidates about the value of primary eye care in the community in advance of the General Election which is likely to be held in early May.

A video explaining what needs to be done and how to set about achieving it is already on Optometry Today television (optometrytoday.tv) and has been sent as a DVD to all Local and Regional Optical Committees.

The film is now available through ‘iTunes’ or you can download by following this link:   

General Election Lobbying
The film was produced by OTtv for LOCSU and the DVD incorporates the joint lobbying document and manifesto which have been agreed as part of the UK Vision Strategy.  It also features Heather Marshall, Head of Public Affairs for the optical bodies, as well as extracts from a presentation to the National Optometric Conference by Eleanor de Kantor of Luther Pendragon, who are the lobbyists for the optical bodies and LOCSU. 

 Introducing the film on behalf of the optical CEOs, AOP Chief Executive Bob Hughes, poses the question:  “If you haven’t met your MP and the candidates of the other parties, you haven’t got long.  So what are you waiting for?  After all, your MP might be the next Health Minister.”

The aim is for the profession to have lobbied every MP and the candidates of the other political parties in every constituency before the election commences.
Further information, contact Heather Marshall at  heathermarshall@aop.org.uk    Tel:  020 7202 8157 

Annex 1:  
Variations from Mandatory and Additional Contracts
The following are the new or changed clauses from the base mandatory and additional services contracts

· 2.11 (New) – Conditions in body of contract to take priority over those in Schedules

· 7A  (New) – No exclusion or limitation of either party's liability for death or personal injury where caused by such party

· 16 (Variation from where it says: “… the Contract shall subsist until it is terminated in accordance with the terms of this Contract or the general law”) – Provides for a specific expiry date for PCTs to complete as appropriate

· 24 (Variation  from where it states “The address of each of the premises to be used by the Contractor for the provision of services under the Contract is as follows: …” and from the Additional Services Contract, where it sets out what notice must be given to the PCT of the intention to provide additional services) – Moves address details into Schedule 1 part 3

· 28.1.1 (Variation from where it states “ … has appropriate arrangements for infection control and decontamination;”) – Requires written infection control policies which are compliant with national guidance 

· 28.1.2 (Variation from where it states “has regard to any relevant requirements of the MHRA or of the Health and Safety Executive;”  – Requires regard to the National Patient Safety Agency and the Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995 (RIDDOR) 

· 29 to 34 (Variation  to these sections which deal with the testing of sight) – Description of the enhanced services to be provided – PCTs to use their own description either here or in a Schedule 3 of their own devising

· 35 to 38 (New) – Describes which patients are to be eligible for enhanced services and how contractors are to check this – PCTs to use their own criteria here

· 40 (Variation, from where it outlines conditions for refusing GOS)  – A contractor may refuse to provide enhanced services because assessment and/or treatment is not necessary

· 45.4 & 51.2 (New) – Require performers to be locally accredited to perform the specified enhanced service(s) and contractors to check this accreditation

· 57.1A (New) – Requires display of any leaflets provided by the PCT to the contractor in respect of the enhanced services

· 66.4  (Variation from, where it covers notification to performers regarding GOS) -  Contractor to notify performers no longer wishing to provide the enhanced services or who give rise to fitness to practice concerns

· 66A (New) – Contractor to use a significant event audit system agreed with the PCT to facilitate the dissemination of learning, minimising risk and improving patient care and safety

· 66B (New) – Contractor to notify the PCT within 72 hours of all emergency admissions or deaths due to the contractor's treatment of the underlying medical condition

· 66C (New) – Contractor to notify the PCT of any serious untoward incident including any unexpected post examination outcome

· 88 (New)  – Contractor to indemnify the PCT, its employees and agents against any liability, loss, costs, expenses, claims or proceedings 

· 88A (New) – Contractor’s staff to co-operate, give statements and provide evidence in respect of any legal proceedings

· 101 to 114 (New) – Detailed complaints procedure outlined in model mandatory and additional services contracts has been replaced with a simple reference to the need for complaints procedures to be compliant with the requirements of the Local Authority Social Services and National Health Service Complaints (England) Regulations 2009

· 115 (Different wording only) – Number of complaints to be notified at intervals specifically agreed with the PCT

· 126A (New)  – Contract to be reviewed if DH (ie. not PCC) should issue a model enhanced services contract – any future DH model may well have regard to this PCC model anyway

· New and varied clauses in corporate body variant only

· 139A & 139B (New) – PCT to acknowledge suitability of new director, etc and of any consequent contract variation

· 172A & 172B (New) – PCTs has the right to terminate contract where a director, etc, arrives or leaves if this change is likely to have a serious adverse impact on the ability of the contractor to perform
· Schedules

· Schedule 1 (Variation, as specified – there is a new Part 3) – specifies the parties and, in a new Part 3, the address(es) at which enhanced services will be provided 

· Schedule 2 (Same)  – signatures of the parties (as mandatory and additional services contracts)

· Schedule 3 (Variation from providing information in practice leaflets) – left blank in the model contract but should be a locally devised Schedule describing the detail of the particular enhanced service being commissioned e.g.  

•
Prison services

•
Cataract monitoring – pre- and post-extraction 

•
Low vision services including low vision aids

•
Stable glaucoma monitoring 

•
Referral refinement and/or assessment

•
Red eye/acute anterior segment

•
Children’s eye care services, e.g. screening at school entry

•
Diabetic retinopathy screening services in primary care
� As a reminder, if a contractor has chosen to be a non-NHS body ie not to have an NHS contract, they are not bound to use the NHS contract dispute resolution procedure (which includes a binding arbitration mechanism).  However, non-NHS bodies can choose to refer a contract dispute to the NHS dispute resolution procedure if they wish.
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